Letters to the Editor
Preference is given to letters commenting on contributions published recently in the JRSM. They should not exceed 400 words and should be typed double-spaced' Chronic muscle contraction headache; the importance of depression and anxiety Sir, As a neurologist working in a psychiatric hospital, and therefore seeing many patients with chronic tardive dyskinesia and tardive dystonia, I view with grave concern the last sentence in the article by Hackett et al. (November JRSM 1987, p 689) , which reads, It [flupenthixol] should therefore be considered as the treatment of choice where a prophylactic agent [for chronic muscle contraction headache] is considered desirable. ' Flupenthixol is a potent neuroleptic drug of the thioxanthine group and, as such, can produce a tardive movement disorder' which may be permanent and not necessarily related to the daily or cumulative dose. Prolonged treatment with neuroleptic drugs may be unavoidable in schizophrenia and other psychotic illnesses, and in some hyperkinetic movement disorders, but there can be few other situations in which their chronic use, with the risk of serious iatrogenic side effects in a proportion of subjects, is indicated. In my view, the use of a major tranquillizer as prophylactic treatment for chronic muscle contraction headache, even when accompanied by depression and anxiety, cannot easily be justified. N Sir, I acknowledge that flupenthixol, particularly in larger doses and for prolonged courses of treatment, can cause tardive dystonia and dyskinesia. However, at doses of 0.5-1 mg daily for treatments less than 6 weeks, I have personally not seen this occur. When we looked at the group of patients presenting to the neurologists at North Staffordshire Royal Infirmary, we discovered that 32 of the 40 patients had been prescribed benzodiazepines or tricyclic antidepressants for their muscle contraction headache and this we did find a little disturbing. I was also surprised to find that when the neurologists had seen a headache patient and excluded any serious organic illness, the letter then sent to the GP often suggested that a mild anxiolytic be prescribed. I feel that our paper is of interest in that it shows such prescriptions as being clinically ineffective as well as being associated with considerable social morbidity. The ABPI Data Compendium Sheet states that the use of this drug, "has been shown to lift symptoms of apathy, lowered mood, asthenia, despondency, lack of initiative or inertia and has a high therapeutic index, particularly in view of the suicide risk associated with depressive illness." Usage of the drug would, therefore, seem justified at low dosage and for short courses. should establish registers of genetically determined diseases in which families with serious hereditary disorders will be recorded and genetic counselling offered to individuals at high risk. It seems that "genetic registers" may be most useful as a means of reducing the incidence and burden of familial hypercholestrolaemia especially in defined populations with high gene frequency3 and/or high consanguinity rate4-6. My disorder, which I ended up diagnosing and treating myself after three long years of fruitless consultations, combines hypothalamic hypothyroidism with peripheral resistance to thyroid hormone5'6. At different times, failure to question thyroid function test results discrepant with my clinical state, has led both to false negative diagnoses of euthyroidism, when I was clinically hypothyroid with normal T4 and low TSH prior to replacement therapy, and to a false positive diagnosis of hyperthyroidism, when I was clinically hypothyroid with raised T4 and low TSH on replacement insufficient to meet the requirements of resistant peripheral tissues though adequate to produce pituitary suppression of TSH response to TRH.
Both times, potentially harmful treatment was recommended: initially, replacement wasn't considered necessary. Later, it was considered excessive and in need of reduction. Both recommendations are functionally equivalent to administering antithyroid treatment to a truly euthyroid individual with hyperthyroxinaemia: the outcome, either way, is iatrogenic hypothyroidism.
Another form of iatrogenesis has increased diagnostic difficulties. Traumatization incurred during my nightmarish search for treatment has left me with a phobia of endocrinology contexts. Whenever my endocrine status is at issue, I develop an acute conditioned anxiety state, with tachycardia and hypertension. My concern at this time is not, as in Jensen and Faber's cases, about my condition per se but rather anticipatory dread of the adverse consequences of yet another misdiagnosis. Three years without therapy have sensitized me to the threat of no or insufficient replacement.
The final straw is that this phobia contributed, almost inexorably, to the misdiagnosis of hyperthyroidism, when the hyperthyroxinaemia erroneously assumed to explain the situational anxiety was nothing worse than a well recognized effect of thyroxine replacement79 which needs to be 'excessive' Nevertheless, there were a number of statements which were somewhat unbelievable. For instance, the mean time of 13% weeks between first detection of bleeding and attendance, seems an excessively long period of time. Also, an average of 8 weeks between attendance and definitive surgery, seems excessive.
The authors state that the high proportion (52%) of these patients represented serious urological disease. If we are to believe these figures, then the times for diagnosis and treatment are much too long.
Perhaps this is a manifestation of the difference between British and American systems. I cannot imagine a patient, in America, waiting 4 months in order to be seen for the evaluation and treatment of haematuria. E B OSTROFF Poplar Hill Medical Center Virginia, USA *Dr Gillatt replies below: Sir, we are grateful for the interest shown by Dr Ostroff in our recent article in which we prospectively analysed 100 patients presenting with haematuria. His comments are interesting and the problems he highlighted certainly deserve close attention.
To answer Ostroff's first point, the mean time of 13½ weeks between first detection and attendance was, in fact, the time from the patient first noticing blood in the urine, and thus reflects delays in reporting the symptom by the patient. It is also possible that it takes longer for a patient to be seen in the UK because of the necessity of referral to the specialist centre through a general practitioner. In our experience, this delay is negligible and may in some areas improve the efficiency of investigation as GPs oftcen have arranged intravenous urograms and urinary cytology prior to referral.
Ostroff's second observation concerned the average delay of 8 weeks between outpatient attendance and definitive surgery. Iftaken at face value would seem to be an excessive period to wait for surgery. A proportion of these cases had benign conditions such as pelvi-ureteric junction obstruction, stone disease or renal cysts, and treatment was delayed at times for the convenience of the patient. It cannot be denied that some of this delay is due also to the pressure of waiting lists within the UK. However, in our unit, as in most other urological centres, haematuria is treated as a serious symptom and investigated as a matter of urgency.
The differences in health care provision between the UK and the USA may explain in part the apparent 4-month wait for investigation and treatment. However, the main cause of delay is, in fact, the patient's failure to report the symptom. Thus, the most effective way of decreasing the time from the start of bleeding to treatment would be to encourage patients to report haematuria as soon as it occurs. We have no reason to be complacent when considering our own role in the management of haematuria. Any delay produced because of inadequacies in either referral procedures or due to time waiting for investigation or admission is clearly undesirable. D A GILLATT (February 1988 JRSM, p 64) is not quite correct. The controlled trial of treatment for hypertension detected at screening that he refers to, only dealt with people in the diastolic range 90-110 mmHg and it is important to understand that moderate and severe hypertension are usually asymptomatic and can be detected at the most useful time for intervention only by screening.
It seems difficult for specialists to understand that general practitioners are always involved in screening procedures more or less continuously, whether consciously or not. Two thirds of any general practitioner's population sees a doctor at least once a year, and about 90% at least once in 5 years. There is a continual search for evidence, much of it nowadays unrequested, and this inevitably throws up possible early cases of many different types of disease. We have no option but to face up to both the opportunities and dangers of a presymptomatic screening approach. We need to adopt an attitude of energetic caution utterly foreign to any mrketing apprah and, as the title of Dr Rees' editorial implies, once screening becomes a sold commodity, any selfcritical approach quickly disappears. The answer is not not to look to BUPA centres as convenient sources of data from, as Dr Rees says, 'a notably motivated sector of the population', but to expand public investment by publicly providing primary care financed by taxation and, hopefully, not paid for by fees for items of service.
J TUDOR HART
Glyncorrwg Health Centre West Glamorgan AIDS: public panic Sir, In the report of an Open Section meeting on the above subject (December 1987 JRSM, pp 780-2), Dr Roy Porter is reported to have said that: 'The main lesson of history ... was that a new disease produces widespread panic from one to two years'. To which diseases is he referring? Earlier in the report, Sir Donald Acheson is described as saying that within the next 5 years (and not, I notice, one or two) 'as many as 100 million people could be infected' by AIDS. And according to Dr Porter, the Black Death caused panic at its appearance, and for 3 centuries thereafter when it frequently reappeared, and that in the first pandemic, a third of the population was lost, causing economic chaos. No wonder, then, it was a constant cause of widespread panic. We then learn from Dr Porter that the Plague tended to abate 'where people cultivated cleaner habits'. Surely, cleaner habits did not occur anywhere until well into the 19th century, by which time the disease had completely disappeared in the western world?
A much closer parallel to AIDS was of course syphilis, which came as a really new disease to Europe from the West Indies, imported from an indigenous population that had built up some resistence to the disease over centuries, infecting Europeans who had no such resistance. History repeats itself and it has been suggested that AIDS has originated from an area where there has been a similar reservoir of infection. The victims of syphilis were relatively fortunate because Paracelsus introduced the mercurial treatment at an early stage, giving some form of alleviation if not a cure. In spite of all our technology it may be longer before there is a cure for AIDS. The trouble has always been that the human races have been swapping diseases for centuries. The world is now faced with exactly the same problem which Europe faced when Colombus landed on the West Indies in 1492. (Br Med J 1949; 19 Feb) only one year after its introduction, in which he forecast many ofour present predicaments. He also stated that if a new disease appeared, similar to the Plague, the burden of cost might prove to be unbearable. At the time, nobody took much notice of his article. Has the new disease already appeared in the world? My personal answer to this eternally plaguing problem in practice is a resounding 'yes'. The patient should become acquainted with all the pertinent facts in his dossier and, where his comprehension is made difficult by medical cacolalia, honest explanations should be forthcoming by his treating physician or surgeon. This should be obligatorynot the perfunctory 'informed consent' that patients are plied with, which signifies nothing.
Forty years ago, the late Dr Ffrangcon Roberts wrote an article on the cost of the Health Service
Patients, by and large, are easily as intelligent as doctors. It is only a certain amount of acquired information that distinguishes the two groups. The doctor should impart acquired, relevant, information to patients such as, how the diagnosis was arrived at, the chances for recovery if a certain procedure is carried out, and the possible dangers ifnot carried out.
I remember fondly a quondam orthopedic surgeon in New York City who I visited for a week. He had an X-ray screen in his office and after the examination, would show the X-rays to the patient and explain in simple language the pros and cons of the procedure he recommended. I had never seen a happier group of patients walk out of a medical office. Also, I had never heard ofthis doctor being sued for malpractice, that terrible affliction perennially torturing so many medical men in the USA and Canada. P EIBEL The urological Damocles Sir, I read with interest the presidential address to the Section of Urology by Mr Smith (February 1988 JRSM, p 80).
It is of considerable significance that a senior surgeon should use this topic to underline the serious conditions under which all surgeons operate in the present medico-legal climate. I need not add that the annual subscription to both of the medical protection unions is now £1080 per year.
Having taught many generations ofundergraduates and postgraduates, I feel that the time has come to warn them of the hazards they might meet when undertaking treatment of patients. Unfortunately, their curriculum prior to qualification is full but, if deans of each Faculty could be persuaded to find some little time to advise these prospective doctors on medical litigation, I hope this might stem the enormous increase ofwork undertaken by the defence unions and create a more amenable climate in which these doctors could practice.
J SIEGLER Liverpool
General practitioner referral of patients with lower gastrointestinal symptoms Sir, I was most interested to read the paper by Springall and Todd (February 1988 JRSM, pp 87-8) which notes that less than half the patients with symptoms of colorectal disease referred to St Mark's Hospital had had a rectal examination beforehand by the general practitioner.
Last year I kept a record of 100 consecutive patients referred to my general surgical outpatients with the presenting feature ofrectal bleeding. Only 47 ofthese had had a rectal examinationperformed by the referring doctor. Apart from haemorrhoids, these patients included 2 with rectosigmoid cancers, 3 with colitis and 3 with fissure in ano. Of the 53 patients who were not examined rectally, 3 had rectal or sigmoid cancers (one very easily felt), 4 had fissures and 4 perianal haematoma; the remainder had haemorrhoids.
The GP will say in his defence that there is little point in examining the patient if the surgeon is going to repeat the rectal examination in his clinicbut the same argument could be applied to patients with earache, a skin rash or any other symptom. Ifthe GP diagnoses a fissure or a perianal haematoma, simple treatment in the surgery will often relieve symptoms at once and will allay much anxiety. If a cancer is detected in these days of long waiting lists even for clinic appointments, an urgent specialist opinion can be requested.
I know that some doctors regard the rectum as a "no go" area but I would commend careful clinical examination in the GP's consulting room of patients with symptoms referable to this area as a useful and rewarding exercise.
H ELLTS

Professor of Surgery Charing Cross and Westminster Medical
School, London
Sir, Audit of GP referrals as presented in Springall and Todd's study (February 1988 JRSM, pp 87-8) is a valuable tool in GP training and postaduate education. However, I was dismayed by the unscientific conclusions drawn by these eminent authors. Firstly, one cannot draw any reliable conclusions about the spectrum ofpresenting symptoms, or about the contribution made by the initial GP consultations, by studying only those patients referred on for specialist assessment. Many 'minor' problems are adequately managed in general practice. Arguably the most significant contribution made by the initial GP consultations in the study was the decision to refer. It is missing the point to state that only half the patients were offered any assessment oftheir problem by their GP, or that half the GP diagnoses were wrong. The important assessment that was offered to, and remembered by, all these patients was that a specialist opinion was needed. By the equally dubious measure of the presence or absence of significant pathology, the GPs were 'wrong' in only 10 of 305 patients.
Secondly, proctoscopy is not, as stated, the minimum endoscopy appropriate to a colorectal problem. The reference quoted in support of this statement in the paper does not discuss proctoscopy, but compares flexible and rigid sigmoidoscopyl. The overall diagnostic yield of flexible sigmoidoscopy is three times that of the rigid sigmoidoscope; less than half of the tumours diagnosed in the second reference quoted were within reach of the protoscope2. Where appropriate, the patient needs easy access to competent sigmoidoscopy. The quality of the GP's examination and referral letter is of secondary importance.
Thirdly, the authors aimed to explore the possibility of a "direct patient referral service", without defining this term. Are they proposing easier access through the GP, or is the patient to approach the service directly? Surely we cannot seriously consider the latter without data on self-medication, and on patients presenting to local pharmacists with colorectal symptoms, as well as on all such presentations to GPs. Without these data, no reasonable estimate can be made about the resource implications of the proposed service.
Despite the authors' claims that no criticism of the standard of general practice was intended, they feel sufficiently unhappy to suggest replacing the GPs themselves! We must welcome audit and constructive criticism in all specialties, but let us be scientific and open in our consequen;t proposals for change.
D R MAY Maithouse Surgery
Abingdon, Oxfordshire *Dr Springall replies below:
Sir, To answer Dr May's comments, there is no doubt that the most significant contribution made by the GP consultation was the decision to refer. The aim of the audit was to assess the extent to which general practitioners were able to perform appropriate examinations, not to assess their performance. Whatever the underlying reasons, the contributions to the patients' management were as stated in our results. The aim was most certainly to offer support rather than to malign. The inference ofthe two references quoted was that many colorectal pathologies are reached only as a result of sophisticated examination techniques. This surely means that proctoscopy could indeed be considered the minimum of endoscopy appropriate. The value of proctoscopy is the confirmation of anal canal disease which forms the bulk of the aetiologies of lower gastrointestinal symptoms.
The results of any audit carefully conducted, as this was, carry their own message. The conclusion was not meant as a categoric scientific statement but as an attempt to make a constructive suggestion as to how a specialist hospital could enhance the service offered to hard pressed inner city general practitioners with limited facilities. A direct access referral would allow the GPs similar opportunities to those offered by specialist haematuria clinics in operation in several hospitals. With the increasing emphasis on screening procedures within the community, there is a need for an increase in the availability of specialist assessment.
The study was certainly not meant as a criticism, nor indeed a takeover bid! R G SPRINGALL Institute of Child Health London
